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1. Introduction
Modern healthcare is characterized by the growing embrace of multidisciplinary, 
team-based approaches. This transformation is happening for a good reason. Because 
the degree of complexity across our health systems may exceed the effective opera-
tional capacity of a single provider, increasing reliance on healthcare teams, processes, 
and workflows is becoming a necessity [1, 2]. Despite the near universal deployment 
of health information technology, the overall growth in systemic complexity contin-
ues to outpace our attempts to address it [3, 4]. The ability to adapt and evolve also 
plays an essential role in achieving programmatic success [5].
The current team-based approach to healthcare originated in the 1990’s in an 
attempt to enhance the performance, quality and safety of care delivery [6–8]. 
Through a series of incremental changes and reforms, significant improvements 
have been made over time, but the healthcare industry is still far from the safety, 
quality, and performance records achieved by our counterparts in financial and 
air transportation sectors [9]. Currently, a significant portion of the overall 
effort in this area revolves around reinforcing team-based approaches, including 
the incorporation of continuous quality and performance improvement initiatives 
into existing, multidisciplinary paradigms across a broad range of care delivery 
settings [7, 10, 11].
2. How do teams make healthcare better?
Although there is something to be said about the expression, “the whole is 
greater than the sum of the parts,” our current understanding of full benefits of a 
‘healthcare team’ continues to be relatively limited [12–15]. The very presence of a 
‘team’ does not inherently equate to enhanced levels of quality or safety. Yet there 
clearly is an evolving science dedicated to learning more and refining our approach 
to healthcare team effectiveness [16–18]. As a result, a number of key characteristics 
associated with optimal team performance have been proposed [15, 19, 20]. We will 
discuss them in this section.
Although this may be an ‘obvious’ statement, healthcare teams should be able to 
maintain high levels of functioning at all times [19]. More granular considerations 
in this area include constant focus on coordination, emphasis on responsibility, and 
the full commitment to open and honest communication (even if the latter exposes 
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one’s lack of specific/granular patient care knowledge) [19]. Some variability and 
customization of the overall team approach should be permitted, even encouraged, 
based on the setting, situation, or available resources. This provides the necessary 
flexibility to accomplish a much broader range (and types) of tasks. Beyond these 
fundamental values, effective healthcare teams must be highly skilled in their 
‘teamwork ability’ – inclusive of dedicated education about interdisciplinary, non-
hierarchical, consensus-based approaches [21]. In the perfect world, application of 
the above principles results in seamless delivery of care, with minimal or no biases, 
without silos, using data-driven, patient centered approaches [22, 23].
Unfortunately, a major assumption in the concept of adopting “team-based 
healthcare” is that “individuals” inherently desire to be part of a “team.” However, 
as it is well known, such desire is not universal. While it may sound like a rhetorical 
question when asking, “Why healthcare providers would not want to be engaged 
in such an evolution?” – It is important to explore some of the potential motivating 
factors that contribute to the development of “team-based” care. Unfortunately, 
some of these factors involve certain key harsh realities that strongly influence 
healthcare providers. Everyone inherently claims that they “want what is best for 
the patient” – but such a concept is difficult to comprehensively and universally 
define, especially in the setting in which “individuals” might not want to be part of 
a “team” for several reasons:
1. They do not feel that their participation in a team (i.e., morning multi- 
disciplinary rounds) is helpful to the overall care of the patient.
2. They may not want to participate because they do not find the structure 
and function of the team as being compatible with their daily work-flow, or 
 inherently useful in the context of their multiple competing obligations.
3. Financial (or professional) motives and/or agendas may not be compatible with 
the team-based culture. This is a consideration that is particularly  applicable in 
various “pay-for-service” healthcare models in which team-based care might 
not inherently be in everyone’s best financial interest. Such situations are be-
coming more common when team activities – such as patient-care conferences 
(e.g., “ tumor boards” or “heart team meetings”) – might be best for discussing 
patient care plans, but do not generate any immediate financial opportunities 
for  participants while diminishing the latter due to built-in time constraints.
4. Team-based care models are not structured in a way to optimize the common 
goals – especially in a manner that is respectful of the expertise and time 
commitments of all participating stakeholders.
5. Leadership (or senior administrators) may not inherently support the concept 
and applications of team-based approaches. Potential administrative road-
blocks can be subtle, such as limiting resources available for the required sup-
port staff or not supporting (publicly or privately) the team goals or individual 
champions.
While there are many reasons why team-based care models either work or do not 
work – the fundamental key or barrier to success is engagement, support, enthusi-
asm, and expertise, or lack thereof, by leaders, champions, and those who believe 
that team-based care is fundamentally better in terms of patient outcomes. This 
should be contrasted against individuals who may be “siloed” in their inflexible, 
individualistic, and potentially self-gain motivated models.
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3. Healthcare teams and evidence-based practice
The team-based setting is the optimal environment for the implementation of 
evidence-based practice. Inherent to the team approach in healthcare is the presence 
of ample cross-checks, safety protocols, and the ability to verify clinical plans via 
a consensus mechanism [24, 25]. This, in turn, helps facilitate the application of 
evidence-base practice, which appears to be both safer and relatively free of personal 
biases and/or opinions [8, 26]. Moreover, ‘team healthcare’ environment also pro-
vides an excellent substrate for determining that a given protocol or clinical pathway 
does not work, thus prompting constructive changes that tend to be evidence-based 
and systematic in nature [10]. Again, success is based upon the participation of 
champions, leadership support at all levels, and the recognition that such paradigm 
shifts within a ‘culture of behaviors’ are better for all aspects of the patient care, 
including both experiences and outcomes – and not just for individuals who continue 
to advocate that “the old ways,” which might have worked to some degree in the past, 
are still acceptable across modern healthcare delivery platforms [7, 14, 24, 27].
4. Team approaches help reduce burnout
In addition to the patient-specific benefits of team-based healthcare, growing 
amount of data point toward tangible provider benefits of team-based approaches, 
including reduction in burnout [28]. It has been suggested that implementation 
of certain structural changes, such as fostering communication between team 
members and cultivating a sense of teamwork and job control are very effective in 
reducing provider burnout [29]. An important factor in this general approach is the 
ability of teammates to motivate each other and to encourage accountability for key 
behaviors, such as regular physical exercise and gym attendance [30]. As with many 
other areas that depend on highly functioning teams (e.g., airline crews or profes-
sional sports), the ability of a team to function effectively and efficiently is the 
overarching priority, even when a particular team member is temporarily under-
performing or sidelined. More complex performance issues, including disruptive 
team member behaviors, can also be addressed in a professional and collaborative 
manner with the common team goals maintained as a priority [31, 32].
5. Teams as agents of positive institutional change
Healthcare teams contribute tremendously to structural institutional and 
systemic changes. In aggregate, such changes tend to occur more gradually and are 
typically due to consensus-building mechanisms inherent to team approaches. The 
resulting action plans, in general, tend to be both constructive and more readily 
embraced by key stakeholders.
Healthcare settings require fluid, coordinated and effective work of various 
highly integrated teams across the continuum of care. Due to the complex nature and 
integrated character of the industry, effective “teaming” in healthcare must expand 
across organizational boundaries [33]. The effective delivery of health services typi-
cally requires the integration of special skills, equipment and care that must often be 
provided around the clock at variable locations. Additionally, the historic hierarchy 
encountered in hospitals generates status differences which may potentially con-
tribute to misunderstanding, hesitation to communicate any disagreement, as well 
as difficulty in pointing out errors and opportunities [15, 34–36]. Finally, patients 
with complex or chronic diseases interact with multiple levels of a cumbersome 
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health care delivery system (inpatient and outpatient settings, laboratories, imaging 
centers, etc). This, in turn, creates multiple opportunities for team-based paradigms 
to facilitate more unified, patient-centered approaches [37].
Deployment of effective “teaming” represents a valuable tool to exert posi-
tive institutional change. In doing so it is critical to reframe goals and objectives. 
Tasks in health care should be framed in a way that allows each team member to 
focus on the ultimate goal beyond the current intervention – the individual patient 
outcome. Such approach encourages team members to go beyond their limited area 
of expertise in order to seek and promote other beneficial interventions or services. 
In addition, effective teaming requires the use of safety as the quintessential bar to 
measure team effectiveness. In doing so, the team approach becomes the instrument 
to break through hierarchical barriers. At the end of the day, every member of the 
team will agree that providing safe care is a must. It is imperative to create struc-
tures and methodologies that foster open communication and trust. Tools such as 
the SBAR method (situation, background, assessment and recommendation) or the 
Team STEPPS approach are relatively easy to deploy and track [7, 15, 18, 38, 39].
A comprehensive transformation toward more widespread reliance on team 
approaches across our healthcare systems will help promote dependability, establish 
and/or strengthen mutual trust, foster open communication, and enhance col-
laboration among both individuals and teams. The result commonly translates into 
improved quality and safety, cost-effectiveness and importantly improved team 
members’ satisfaction. All of the above are key elements for the success of any 
health care organization.
6. Teams versus committees versus task-forces
Understanding the differences between teams, task forces, and committees can 
help further solidify the importance of a collaborative environment with focused 
goals [40, 41]. While there are a variety of definitions of each, in the context of 
healthcare, there are certain key differences between the 3 groups [42–44]. Below 
we summarize the definitions that, in the Editors’ opinion, are most applicable to 
this current book.
6.1 Teams
1. Typically comprise of individuals linked together for a common purpose;
2. There is a shared leadership model (e.g., collaboration to achieve a specific 
task);
3. Members often have complementary skills and are encouraged to function as a 
group;
4. Team members share a common goal or purpose, with mutual accountability [45].
6.2 Committees
1. Typically consist of individuals who are selected to perform a specific function 
on behalf of a larger group;
2. Committee is technically a structured organizational system – often with 
agenda, bylaws, and strong leadership;
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3. Finally, committees may not have a fixed endpoint or goal, and may be struc-
tured to delegate specific tasks to smaller groups (e.g., subcommittees) [46, 47].
6.3 Task forces
1. These are typically small groups with densely concentrated content expertise, 
usually brought together to focus on a specific goal;
2. Task forces are usually organized on an “as needed basis” – potentially in 
 response to an event;
3. Although there may be limited objective resources to achieve a highly  specific 
goal, task forces are often asked to make recommendations to a Committee 
before any final changes are executed [48, 49].
It is important to remember that, as in many other functional organizational 
areas, there are overlaps in structure and function among these different groups. 
At the same time, each type of team/group participation is needed – for different 
purposes as noted above – within an organization to ensure stability and objective 
preemptive or responsive problem solving. Consequently, careful planning and 
balancing of goals, roles, and priorities is required.
7. Pitfalls of teams and team-based approaches
One of the greatest pitfalls of teams and team-based approaches is the ever-
present danger of ‘groupthink’ [50]. Groupthink can be defined as the presence 
of social conformity within a group tasked with making a collective decision [51]. 
When analyzed retrospectively, group decisions based on ‘groupthink’ are often 
influenced by the ‘single loudest voice’ or authority within the group, with the 
apparent absence of critical thinking and/or the ‘fortitude to question’ exhibited by 
individual members of that group [50, 52]. At a much deeper level, ‘groupthink’ is 
a symptom of poor leadership, where the leader (whether positionally assigned or 
not) may not challenge or empower his or her team sufficiently enough to effec-
tively question the course of the discussion around the prevailing group sentiment 
[53–56]. Hence, it is imperative that team leadership recognizes the potential for 
such disruptive forces and – as a sign of strength and wisdom – actively monitors 
for (and attenuates) the impact of factors and/or individuals capable of “inducing 
groupthink.” Conceptually, mitigating against “groupthink” sounds easy, but in 
practice it can be extremely difficult – if not impossible – when the loudest voice is 
often the one with the greatest perceived influence [57, 58]. Such issues are unfor-
tunately not uncommon in healthcare when significant financial and non-financial 
agendas might be directly linked to individuals or groups who may then be com-
pelled to act in a manner that might be in their best interest, but not in the interest 
of the larger group or team. Such situations can be extremely difficult to manage or 
control – and ultimately require a significant disruptive event (like an institutional 
financial crisis or exodus of talent) or systemic change.
8. Limitations to team approaches
As the reader embarks on exploring this book, it must be emphasized that 
certain activities and/or circumstances do not lend themselves to team approaches. 
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Although this will not be the focus of this edited collection, we want the reader to be 
aware of those important limitations to team-based approaches. For example, there 
exists a balance between team-based and non-team-based management in the area 
of execution capability [59].
It is also important to know when and how to limit team sizes, especially when 
specific types of tasks or mission-critical endeavors demand such limited approach. 
In medicine, teams are ubiquitous. There are highly diversified health-care teams 
inclusive of medical/nursing students, residents, nurses, physicians, case managers, 
physical/occupational therapists and consulting physicians/teams. Not infrequently, 
the more complex the patient, the larger the care team tends to grow. At many 
institutions, there are annual celebrations of Trauma Systems, highlighting the 
health-care journey of trauma/critical care patients. During such celebrations, the 
entire health-care team caring for critically injured patients is gradually, person-by-
person, brought on stage, with upwards of 100 people responsible for the successful 
door-to-door care involving each individual trauma survivor [60].
Clearly, utilizing teams to leverage different areas of clinical expertise is neces-
sary. Although these large teams are good at solving problems, the larger the team, 
the more likely communication failures can occur, increasing the aggregate risk of 
medical errors [61–63]. Smaller teams, on the other hand, have been shown to be 
more disruptive and innovative and will be more likely to identify new problems for 
the larger team to solve [64]. Across all aspects of patient care, limiting team size 
can reduce some of the less savory aspects of a team approach like conformity bias 
and social loafing [65]. Ultimately, it is important to select the most optimal team 
for the job [66] and limit team size when high-impact communication and innova-
tion are critical. Larger teams can then be layered over the smaller teams to use the 
“wisdom of crowds” and improve decision making [65]. Regardless of team size, it 
is important to continue to study the different team-based approaches to determine 
whether we are succeeding in improving patient/system outcomes.
9. Conclusions
Modern healthcare is firmly set on its quest toward better, safer, more efficient, 
high quality patient care delivery. A critical part of this decades-long transition is 
the gradual realization that teamwork, based on multidisciplinary, data-driven, 
evidence-based, patient-centric approaches, is now ‘the way to go’ and much more 
than a ‘good to have’ luxury. This book is dedicated to the exploration of concepts 
critical to our better understanding of the dynamically evolving area of team-based 
healthcare.
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